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The following account of this project was given by its director, Dr Behrhorst, 
at the last annual meeting of the Christian Medical Commission in July 1973. 
Its most innovative features are of special interest, namely, that health care 
should be made available to people on their terms; that the provision of basic 
health care requires a multifaceted approach to development; and that it also 
requires a liberal experimentation in manpower training of those selected for 
this purpose by the communities to be served. The project seriously challenges 
many of the presuppositions on which health care systems are designed - and it 
works very successfully: 
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Guatemala is a Central American country which shares one unique feature 
with Bolivia and Peru: the majority of the population is Indian. In 
Guatemala they represent two thirds of the population, and their life 
style, habits and value system are still very much as they were before 
the Europeans came. They have held on to their culture very tenacious- 
ly and very successfully. This has to be clearly understood when you 
are working with them. In fact, it makes your work easier because you 
are dealing with people who do not try to be like you or to copy your 
ways. You are obligated to work with them on their terms. 


Guatemala is a very poor country economically. Its gross national pro- 
duct is the lowest in Latin America. Only 2 percent of the children 
finish the sixth grade of school. Where we live, in Chimaltenango, 
which is the capital of a political department and only 50 km from 
Guatemala City, only 10 percent of the children attend school. This 

is because the Indian is mostly interested in practical things which 

he considers useful. To him it is most important that he be a useful 
and loving human being, and therefore it is hard for him to accept the- 
ories. For this reason he has little time for formal education, because 
he does not consider it very useful and, moreover, it is a part of the 
European culture which he is not prepared to accept. 


These people have serious health problems. Malnutrition is very high, 
and 80-85 percent of the children are at least moderately mainourished. 
The death rate is also high, especially among the Indian population in 
the highlands of Guatemala. Approximately 50 percent of the children 
die before they are five years old. Another problem related to health 
is that of land tenure. It is estimated that 2 percent of the popula- 
tion own approximately 90 percent of the tillable land. Therefore, you 
cannot avoid this problem when dealing with the health and development 
of the Indian people. However, it is an extremely difficult problem to 
deal with, because those who own the tillable land are most reluctant 
to see the Indian have ownership. So, one has to move slowly in devel- 
oping a model of land resettlement, but we have started, even though 
there is little to show for our efforts thus far. 


Let me tell you how I became involved in this work. After finishing my 
medical education in Missouri, I was anxious to find a field of service 
outside the USA. One day I read an appeal in the Lutheran Witness, 
which is a publication of the Lutheran Church - Missouri Synod. It 
called for a doctor to serve in Guatemala. I telephoned the director 
of the Latin American section of the mission, and he told me that they 
were anxious to reopen a hospital which was located in the ancient cap- 
ital, Antigua. After several visits to the country, I decided to settle 
there, but I was doubtful whether Antigua offered an opportunity for 
meaningful service. I suggested to the mission that we move 20 km from 
Antigua to the town of Chimaltenango, which is the capital of a large 
department, with about 200,000 population, and where the only medical 
facility consisted of a small clinic handling 15 patients three times 

a week. The place was bereft of services, whether for health, agricul- 
tural extension, or any other kind of social service. Having made the 
choice to work here, it became difficult to continue with the local mis- 
sion, which seemed more interested in promoting its own organization 
than in service to others. Nevertheless, I must admit that, though I 
may be critical of Christian missions and their organizations, it is 
they who pioneered in this field of service for others, and without 
their inheritance I would never have been moved to work in Guatemala; 


and without the help of Christian workers I would never have been able 
to develop our programme. I owe a great deal to Ivan Illich who has a 
very healthy and basic understanding of what people and communities 
need. His recent book, "Rebuilding Society", provides an excellent 
diagnosis, although I am less sure about the therapy. Two others who 
have helped me in the development of programme are Dr Wolfgang Bulle, 
the medical director of the Lutheran Church - Missouri Synod, and the 
Reverend Ralph Winter of the United Presbyterian Mission, who is now 
teaching at the Fuller Seminary in California. I must also point out 
that when I talk about the programme in Chimaltenango, I am referring 
to the whole team of 55 \workers. Some work in the hospital and clin- 
ics; others work in the medical and agricultural extension and family 
planning programmes. We work as a team, with each entering into the 
decision-making process. The doctor helps with the cleaning. The 
cleaners assist with injections. 


In Chimaltenango we felt that we must begin by knowing the people - 
what they were like and what they thought they needed. This is easi- 
ly said, but not so easily done. The more usual pattern is to start 

by recognizing that they have no medical services and putting up a 
building immediately, with a big sign outside "Open for service". How- 
ever, we had to discipline ourselves in order to think with the people 
on their terms, so as to see what their needs really were and what they 
thought they needed. Most of us, in this kind of situation, see that 
children are dying of diarrhoea, measles, and so on. There is a high 
incidence of tuberculosis. We want to start treating these people by 
Giving immunizations, for this is what the average doctor is trained 

to do; and it is also very gratifying to do the things you think are 
needed. The only difficulty is that you are then helping people on 
your terms, and not on theirs. Yet if you are really going to help 
people and be concerned about them and love them, you must love them 

on their terms, not yours. This is very difficult for a technocrat 

who comes out of a US medical school, because he has become accustomed 
to think in terms of what he can do FOR people and not what he can do 
WITH them. After all, we have the technological tools; so we decide 
that we will lower the infant mortality rate and lower the measles rate, 
and that people will have fewer children - but always on our terms. It 
rarely occurs to most of us to sit down with people and simply ask, 
"What do you think you need?" You might be surprised by what other peo- 
ple think they need. We think they need triple vaccine and more pro- 
tein in their diet, and while it is true that they need these things, 
they are probably much more interested in other things altogether. 


About three months ago, we visited a village high up on a mountain. We 
did have a programme for the women of the village at one time, but for 
various reasons it failed. There were no services of any kind avail- 
able in this village, and we decided that we would try again to reacti- 
vate the women's club. After calling the women together, we told them 
that we would like to work with them again, but that nothing would be 
done until they had had an opportunity of discussing their needs with 
their husbands and neighbours. We knew that most of the children in 
this village suffered from diarrhoea, but we did not want to start with 
a medical programme until we had first listened to the people's own ex- 
pression of their needs. A month later we returned and spoke with the 
women again. They did not say that they wanted medicine for diarrhoea. 
Instead, they said: "All our chickens died." That was really a prob- 
lem for them because they were 15 kilometres from the nearest market, 


which only opened once a week, and so meat was no longer available to 
them. Normally, chicken is their only source of meat. They also com- 
plained that there were no eggs for their children, and that the new 
eggs were good for them. They then went on to say that another need 
was to grow apples. They grew well at that altitude and could be sold 
profitably in the market. These then were the things they needed - 
chickens and apples. Nothing else was discussed, and we promised to 
send them an agricultural extension worker who would teach them to 
build proper chicken houses and how to feed and immunize the chickens. 
And when the right time of the year comes around, he will help them 
plant apple trees - nothing else. When you help people on their terms, 
you have no acceptance problem. You may think I have overemphasized 
this point, but I think it is very necessary. Even though community 
health programmes may look very good on paper, they often fail because 
they have been designed solely by professionals and have not started 
by helping people on their own terms. Religious organizations are 
often the worst offenders in this respect. 


When we first began in Chimaltenango, I did nothing but walk around 

the town and get acquainted with the people and play with the children. 
Gradually I would be invited into their homes to have coffee with them 
or to sit down to a meal of tortillas and beans. This went on for 
three months until I was well-known in that town and accepted. Then 

we rented a building for $25 a month, so there was no investment. One 
hundred and twenty-five patients came that first day, and we have never 
had less than that number since. They now average 200 per day. Giving 
curative services is no problem. It is easy to cure someone, but not 
so easy to keep him well. The orientation of our programme is not to 
think in terms of medicines or in terms of disease, but rather to think 
in terms of health and life, and vital life, or what Ivan Illich calls 
convivial living. Curing is not the important thing. It is much more 
important to encourage life; and this is not very difficult in Guate- 
mala because the Indians themselves are dedicated to life. They are 

a very biophilic race. They do not think in terms of death, because 
death is considered to be a perfectly natural thing. After some ex- 
perience working with these people, we came to realize that they were 
in need of other services besides health care. The following list re- 
presents our present estimate of priorities: 


- social injustice 

- land tenure 

- population control 

- agricultural production and marketing 
- malnutrition 

- health training 

- curative medicine 


You notice that I put curative medicine at the bottom, which is where 
we regard it in our list of priorities. 


We soon realized that all the things I have listed above are part of 

a total community problem. Moreover, they are all interrelated. For 

instance, the incidence of tuberculosis is related to land tenure. In 
San Juan Comalapa, each Indian family owns a small tract of land. And 


so they can produce vegetables and corn. In fact, they often have more 
than they need for their tortillas, so that they can buy some meat oc- 
casionally and some eggs. They not only eat better, but they tend to 
be less crowded. Now, it is known that tuberculosis is a disease of 
poverty, primarily because of poor diet and crowded living conditions. 
On the other hand, in an area around San Martin, the land is owned by 
wealthy landowners, who are always white, and it is in this area that 
the incidence of tuberculosis is very high. Therapists tend to think 
of treating tuberculosis with drugs, although they will concede that 
the best way to treat tuberculosis is to improve the diet. But this 
method of therapy is not the way to treat tuberculosis in the Depart- 
ment of Chimaltenango. Such treatment would have a negative effect 

if you simply treated the people who are clinically sick, because then 
you would divert too much of your energy to this technological gimmick, 
whereas the basic problem lies in the maldistribution of land. Until 
you work with that basic problem, you are probably wasting your time. 
You may think you are doing something effectively, but you are not. 
This illustrates how you get into all kinds of activities, once you 
become involved in total community service. This is the reason why 

a doctor like myself has to become involved in a land development pro- 
gramme in order to make land available to farmers through our land loan 
programme. Some of our Indian population had to break up their fami- 
lies in order to go down to the south coast to work on coffee planta- 
tions. They would be away for three or four months at a time and be 
exposed to diseases they had never been exposed to before and would 
come back half sick and spend all the money that they had made in try- 
ing to get well again. The only way we could help them was to give 
them loans in order to buy a small piece of land for themselves. In 
one project we have made money available to 56 families who now own 
their own land, consisting of five-acre tracts. All of them have in- 
creased their corn production at least four times, and one even in- 
creased it ten times through good land management. After the first 
year, most of them were able to pay back as much as a third of their 
loan. The money is loaned over a five-year period at 8 percent annual 
interest. Repayment is no problem. The problem is to find the capi- 
tal to make loans available, and we are always searching for more money 
to add to the loan fund for land development. 


I have mentioned that Indians are a very biophilic race. They do not 
take kindly to limiting their families. Yet if they continue to have 
an average of six to eight children, the next generation is going to 
be in serious trouble again, in spite of the fact that they now own 
some land. For this reason we have a family planning programme, but 
it requires patient education for people to see the consequences of 
overly large families. 


We have a programme for the training of health promoters. It is not 
difficult to train people to apply and to accept a Western style of 
health services. The Indians are ready to accept anything which has 
proved itself useful and successful. They are willing to accept that 

a little boy with high fever and a lot of cough gets more benefit from 
an injection of penicillin than from drinking some kind of tea or put- 
ting leaves on his chest. In fact, they use very few so-called tradi- 
tional drugs. Before we came, the Indians would purchase their Western 
medicines from the pharmacists, and every little town had someone who 
would give injections. These pharmacists were primarily indigenous. 
They had no idea what the patient was suffering from; they just sold 
him some medicine. The situation has now changed somewhat, because the 
Government is training health workers who visit local clinics twice a 
week. But ten years ago nothing like this existed, and so we hed to 
develop a training system so that Indians could be taught how to rec- 
ognize common medical problems and how to treat them - not to be para- 
medical workers but actually be curers themselves and really be respon- 
sible for offering total community health services. 


We have found that it is very important to be careful in the selection 
of those who are to be trained. Originally we took those who were rec-- 
ommended to us by a local priest or a Peace Corps volunteer. We have 
since learned that this is not the ideal way to select people. Our ap- 
proach now is to assist each local community to set up a community bet- 
terment committee which includes a health committee. Then the community 
health committee selects someone within that community whom we are to 
train. This has worked very well because it avoids some of the pitfalls 
that we have in the medical monopoly in the Western world. The man that 
we train represents the community, and the community then is responsible 
for him and can discipline him. We had to withdraw one of these health 
promoters because the local community health committee was not happy 
with the way in which he was offering his services. This local commit- 
tee has a list of the prices of the medicines. Each man is allowed to 
charge according to this price list, and the community knows what the 
medicine costs. In addition, he can charge a 25-cent fee for his call 
or for his services. Since the community is involved in setting the 
charges, it becomes impossible to develop a monopoly like we have in 

the United States and many other places in the world, where the doctor 
can charge any fee he likes. Where doctors hold a monopoly, as they 

do in most countries, they are then able to set the fee and the condi- 
tions for their services. We wanted to get the service out of the hands 
of this monopoly, and so we insisted that the community which wants a 
community health leader must first form a committee which will be re- 
sponsible for him, both during his training and later. 


The training is very practical. They spend a good deal of time making 
rounds in the hospital and seeing actual clinical cases. They learn to 
know what they can do in their own village for a particular problem 

when they are responsible for it. Treatment is by symptom only. They 


are not taught to interpret symptoms. In my experience, this is very 
important. When I was in Africa recently, I visited a hospital where 

an American doctor was training medical assistants, and he told me that 
when he checked their reliability, he found that they mistreated 45 per- 
cent of the patients. That is very serious indeed. These medical as- 
sistants had received very sophisticated training, but they were getting 
into serious trouble because they were trying to interpret the symptoms 
in order to make a diagnosis. It is in interpreting symptoms that doc- 
tors make too many errors. A lot of them would get in less trouble if 
they would simply listen to the patient and then treated what he told 
them, instead of relying on complicated gadgets. I think it is very im- 
portant to understand that in order to treat people, you have to spend 
time listening to them. It is a big defect in modern medicine that doc- 
tors do not take sufficient time to listen. The average patient will 
tell you what is wrong with him. For this reason we teach our health 
promoters to treat symptoms, and their reliability is quite high. In 

a study which was made about five years ago, 91 percent of the patients 
were treated properly. If a well-trained doctor treats 91 percent of 
his patients properly, then he has an excellent record! 


We are now developing a two-year study of the reliability and accept- 
ability of our health promoters. We also want to know whether their 
position is affecting their status in the local community. You will 

be surprised to hear that some of those we have trained have never gone 
to school. However, it is not necessary to go to school to be able to 
practise medicine. The complicated training which the doctor receives 
is perpetuated by the medical monopolists in order to continue their 
monopoly. One of the necessary components in the success of our pro- 
gramme lies in the careful supervision of each health promoter. This 
again is rather different from normal medical practice. The only super- 
vision an average doctor receives is when he gets too far out of line 
and a lawsuit is brought against him. If he does something very bad 
indeed, he might be discharged from the medical society; but that is 

a rare thing to happen because doctors are not very good at disciplin- 
ing each other. 


Our health promoters are su- 
pervised in various ways. 
Each one has to come for at 
least three days every month. 
On one of these days they 
will have to take a written 
examination in which they are 
given patients to see, and 
then they have to describe 
what they would do for this 
particular problem at home 
and what they would recom- 
mend to the family so that 
the problem need not recur. 
If they make a failing grade 
in the examination, they are 
not allowed to buy medicines 
for a month until they have 
passed the next examination. 
Some people would say that if they do not have medicines, other people 
in the village will suffer. That may be true, but we believe that it 


is more important that these health promoters act in a responsible way 
and are capable. If they are not capable, they should not be allowed 
to work. 


We have also used a visiting supervisor. Until three months ago, we 
had a British doctor doing this. He would visit each one of the health 
promoters and spend three days a week with him, also visiting the neigh- 
bours and looking into the quality of the promoter's work. He would 
note if the house of the promoter was clean and if he had adequate medi- 
cines and observe his methods for cleaning syringes, etc. We now have 
one of our own health promoters who has taken the place of the British 
doctor as a visiting supervisor, even though he had only gone through 
the second grade. He is already doing a remarkable job - even better 
than the British doctor who went to school for 22 years. This is no 
reflection on the doctor but is because of the nature of the local 
supervisor, who is an Indian himself and can understand his fellows 

and discipline them more effectively. This again supports my conten- 
tion that we must break down the medical monopoly if we are going to 
bring health care effectively to people who now have no service of any 
kind. When most people think of health, they think of the doctor ; but 
the doctor actually has very little to do with health, even though he 
takes credit for it. Nature cures most problems. Seventy-five to 

80 percent of most illnesses are self-limiting. The patient goes to 
the doctor who gives him an injection or some drugs, and after about 

a week or ten days, nature takes care of him itself. The doctor takes 
credit for nature's work and is paid for it, and yet sometimes the doc- 
tor has had a negative effect because his drugs have delayed the pa- 
tient's normal, natural recovery. It will not be easy to break this 
medical monopoly, but perhaps in the next generation people will real- 
ize that they do not have to go to the doctor for their health. People 
have to be taught to take care of themselves and to know what to do 
when these self-limiting illnesses occur. We still need doctors to 
diagnose and treat some of the more complicated conditions. 


Finally, let me summarize the salient features of our community pro- 
gramme in Chimaltenango. Some of the principles enunciated here may 
be of help to others who wish to start such programmes: 


- The concept of complete orientation to those to be served. This 
is the first essential step. 


- If you do a demographic survey, be sure it includes the questions, 
"What do you think your needs are?" and "How do you think we can 
help you?" Avoid offering services on your terms. 


- Community health committees of local people should first be or- 
ganized and functioning before the first aspirin is given out or 
a band-aid put on. These grass-root committees in each community 
then themselves select the people to be trained to offer the ser- 
vices, supervise them, discipline them, report on them, and are 
in complete charge. The community committee will set the stan- 
dards of service and the prices charged for it. 


- Community services are just that - total service for the whole 
community, including all types of services required, depending 
on local needs and custom and availability of materials. The 
practice of medicine is only a small part of the total pattern, 


which includes responding to total community needs, whether that 
be in the field of agriculture, marketing, housing, home-crafts, 
nutrition, family planning, schooling, transport, etc. The hos- 
pital compound will not be possible in such a scheme, and the 
compound walls that do exist will be battered down so that all 
services and work and love freely flow in all directions. 


Outside input is obviously needed in materials, manpower, head- 
power, direction and supervision - but always in terms of local 
custom and tradition, along with a complete dedication by the 
expatriate to training his local counterparts. 


Community health promoters (or medical assistants, or dressers, 
or whatever label they might bear) should always be selected by 
the community to be served. 


Training should be arranged so that the trainee can continue his 
usual work, continue his family and community identity, with ab- 
sence from his home at a minimum. Training programmes at distant 
centres too often disrupt family and community identity and may 
corrupt the trainee with exposure to a foreign culture and life 
style which make return to his family and community difficult, if 
not impossible. If absence from home is necessary, the courses 
should be short, with frequent return to family and community. 


Medical training demands use of clinical patient-teaching material 
in either a dispensary or hospital-type service, so that the clin- 
ical picture is seen and appreciated and understood. 


Treatment of ailments is done by symptoms, not by diagnosis. Even 
people with the most sophisticated training, with years in school 
to understand the mechanism of disease, too often err in their in- 
terpretation of the symptoms to make the diagnosis. Our experience 
is that symptom treatment results in a relatively low error in man- 
agement, realizing that most medical problems are rather simple and, 
with nature's help, actually heal themselves. 


Medical training demands that the trainee know equally well what 
not to treat as well as what to treat and how to treat it. The 
future of nonprofessional curing demands that this concept not 
be violated. 


Supervision of lay curers is obligatory, and the nature of this 
supervision depends on local circumstances. In the Guatemala 
programme this supervision is done by requiring regular atten- 
dance at clinical training sessions, regular examinations (both 
oral and written), regular visits by the supervisor to the health 
promoter's site, and regular reports from the local community 
health committee about the health promoter's work, its quality 
and acceptance and the fees charged. 


Fee-for-service should be decided locally, but the central agency 
should not, under any circumstance, put anyone on the payroll. 

The community is being served, so the community pays - with no 
exceptions. If this work is undertaken by a mission or a church, 
the only people to be on the payroll should be trainers and super- 
visors - nobody else. 


10 


- Medical curative services should pay for themselves, without ex- 
ception. Dependence on outside input adds nothing to the develop- 
ment of local responsibility and supply of services and materials. 


Extensionists Ofelia, Mari 
and Felipa visiting a vil- 
lage near Chimaltenango. 


Left: Extensionist Maria talking to a vil- 
lage woman 


Below: Dr Behrhorst talking to young American 
living and working in an Indian home. 
Her stay in Guatemala was arranged by 
Dr Behrhorst through Experiment in In- 

ternational Living. 


Photographs by courtesy of Dr Behrhorst; World Neighbors Inc; and Ms Nita Barrow 
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CMC NEWS IN BRIEF 


(EPS) - For the remaining two years 
of its current mandate, the Chris- 
tian Medical Commission (CMC) will 
concentrate on the development of 
basic health services for deprived 
peoples. This decision was made by 
the Commission's six-member Execu- 
tive Committee, which met in TUbin- 
gen (West Germany) on January 11 
and 12, under the chairmanship of 
Dr John H Bryant, director of Col- 
umbia University's School of Public 
Health, New York. 


"For the past five years we have 
been trying to persuade the Chris- 
tian churches to look at the needs 
of the 80% of people in developing 
countries who still have no access 
to health care", said CMC's direc- 
tor, Mr James McGilvray, at the 
close of the meeting. "But most 

of the churches remain committed to 
the maintenance of hospital ser- 
vices. These hospitals, in turn, 
are trying to follow the high sten- 
dards of medical excellence taught 
in the West, even though they re- 
alize that millions of poverty- 
stricken people cannot provide the 
support base for a Western-style 
hospital system." 


Now the CMC is acting to implement 
a mandate drawn up last July which 
said a just system of health care 

delivery must work out new ways of 
providing a basic minimum of ser- 

vices for all. 


Specifically, this will mean focus- 
ing on national agencies doing 
joint planning and coordination 
of all existing resources in health 


care, whether Protestant, Roman 
Catholic or governmental. These 
already exist in several countries. 


In the past six months the CMC has 
helped to activate additional agen- 
cies in Botswana, Lesotho and Ni- 
geria. And Kenya seems likely to 
Follow in the next few weeks, ac- 
cording to Mr McGilvray. 


CMC will work closely with 
groups to develop projects 
ing such basic services as immuni- 
zation, maternal and child care 

and advice on family planning, safe 
drinking water and waste disposal, 
health and nutrition education, 
diagnosis and treatment of simple 
common diseases and facilities for 
referral of acute ailments. 


these 
provid- 


An essential condition is that the 
services be available where people 
live. Towards this end, the CMC 
is promoting the idea of training 
such people as school teachers, 
Bible women and evangelists, so 
they can aid in basic health pro- 
grammes. It is essential to give 
enough training, but not so much 
that the person leaves the area 
where the service is needed. 


The Executive Committee's decision 
to concentrate on work with nation- 
al planning agencies does not pre- 
vent the CMC from responding to any 
opportunity to promote the same prin- 
ciples elsewhere, as it has already 
done in Koje Do (South Korea) and 
Jamkhed (India). But a situation 
must offer promise of more than lo- 
cal impact, the CMC director stated. 
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